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Dementia Implementation guide 

Expectation to: 

• Improve the quality of post-diagnostic treatment and support for 
people with dementia and their carers 

 

A core component of person-centred dementia care is the support of a 
named coordinator of care and the presence of a flexible, up-to-date 
care plan 

 

London 2016 memory service audit (10 services) highlighted: 

• Patients offered a dementia advisor ranged 49-97% 

https://www.england.nhs.uk/wp-content/uploads/2017/07/dementia-
care-short-guide.pdf 
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Care Coordinator 

• Allocated based on personal need  
 
• Various settings  -primary care 
                            -voluntary sector 
                            -memory assessment services.  
 
Key Roles: 
• Facilitate choice, independence and person-centred care 
• Signpost to local support services 
• Jointly develop and review the care plan at least every 12 months, to ensure that it 

is still applicable and effective  
• Ensure the person’s physical and mental health is monitored and that they can 

access appropriate treatment 
 

Important to ensure one care plan for one person…..not for one condition 
 
Carers – provided with support to cope with caring responsibilities and enable them to 
have an independent life 
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Service Examples 

• Islington memory service 

 

• Bexley Alzheimer's Society 

 

• Kingston primary care 



 

Helen Souris - Team Manager: Memory Service  

Marcus Yorke -Team Manager: Dementia Navigator Service  

                                                                          

                                                           16th November 2017  

 

POST DIAGNOSTIC SUPPORT FOR PEOPLE 

WITH DEMENTIA IN ISLINGTON      



Who are we? 
Services for Ageing & Mental Health in C&I 

    - Memory Service 

    - Dementia Navigator Service 

    - Community Mental Health Team 

    - Home Treatment Team 

    - Care Home Liaison Team 

 

Our Vision: 

To know all the people in Islington that have a diagnosis  

of Dementia 

 

 



Where?  

Based in Islington: 

• Small and densely populated 

• Culturally diverse 

       



 
Islington SAMH: Diagnosis of Dementia 



SAMH DEMENTIA PATHWAY 



Post Diagnostic Care Plan & 

Interventions 

Discussion of care plan at diagnostic feedback appointment 

• Dementia Navigator signposting appointment 

• Nurses: Medication prescription & review  

• Psychological interventions: one to one, CST, START  

• OT functional assessments and treatment 

• Referrals to Social Care (care package, day centres, Telecare), 

REACH etc  

 

 



Dementia Navigator 

service model 

Two functions 

• Signposting for all Islington service users diagnosed with dementia, by C&I 

• Care navigation for, and systematic checking in with everyone living in 

Islington with dementia not open to another C&I service 

 This involves 

• Actively looking for service users, GPs, voluntary sector, Whittington Health 

• Using an algorithm to determine type and level of contact, and onward 

referral 

• Scoring protective factors, alongside, needs and risk 

 

 

 



Assessment 



“Contact Indicator” 

Risk Stratification 



DN Services/ Interventions  
 

• These are practical and non clinical 

•    lots of advice, lots of information, lots of answering question 

•    Expertise about what services are out there, how to access 

•    An understanding dementia, but with easy access to clinical experts 

•    Domestic safety, maintaining benefits and home 

•    Linking into other services 

• Working with Carers 

• Ongoing single point of contact – (until death, care home or the CMHT) 

 



Case study: 
 
C.S. - 80 year old lady, saw her for a signposting visit with her son 
who is her carer. 
 
Presenting problems: 
• Lives alone, son having to visit daily to help with shopping, 

cleaning, paying bills and supervising medication and cooking. 
• Struggles getting in and out of bath to wash, son has back pain 

so finding it hard to lift her. 
• Son committed to role but stressed and seeking advice on how 

to adapt to his mother’s dementia diagnosis. 
• Has cataracts, struggles with reading and some tasks around the 

home due to this. 
• High energy bill costs. 
• Not aware of financial benefits she is entitled to. 
• Not going out a lot, would like to attend social groups. 
• Has a mobile phone but finds it too difficult to use. 
 
  



WHAT ROLE DID DEMENTIA NAVIGATOR PLAY TO MAKE 
A DIFFERENCE? 
 
Referrals made to: 
• OT – Bathroom assessment for bath adaptations. 
• SHINE – For assistance with finding the best value for money energy 

suppliers. 
• Attendance Allowance – Requested application form sent out. 
• Alzheimer’s Society – Requested a helpcard is sent to her. 
• Carers Hub – Support for son as his mother’s carer. 
  
Information sent on: 
• Lasting Power of Attorney for advice on application process/fees 
• Claremont Project group classes for social input 
• Sensory Team contact details for visual aids 
• Own Fone for easy-use mobile phone 
 



 

Future 
 

• Development of initial assessment to be more focused on ‘meaningful activity’ 

• Widening our reach in the community- monthly S/U group 

• Improving written resources 

• Closer ties with local stakeholders 

• Basic physical health training for dementia navigators 

• Improving befriending opportunities for people with dementia 

 



   ANY QUESTIONS? 



Bexley Alzheimer's 
Society 
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Kingston – Primary Care Dementia 
Services 

KINGSTON DEMENTIA SUPPORT 
SERVICE 

• Review service for patients with 
a diagnosis of dementia. 

• Seen 1-2 times per year, in a 
primary care health centre, by a 
GP with special interest in 
dementia for review of cognition 
and care plan. 

• Option to meet with a dementia 
advisor who runs a drop in 
service in adjacent room. 

• Liaise with the Community 
dementia nurse 

MEMORY NURSE 
• CPN on secondment from the 

local CMHT for older people 
service working with the GP 
Dementia lead for the CCG to 
increase awareness and case 
find. 

• Visiting each GP surgery, 
reviewing patients who have self 
referred with concerns about 
cognition or those identified at 
high risk due to their clinical 
history. 

• Making referral to Memory 
assessment service if indicated  



21 

Thank you… 

 

Thoughts / questions 


